
  

 

 

 
 

 
Patient Information 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Reporting Institution 
 
 
 
 
 

 
Laboratory Information 

 
Name: _____________________________________________________________________________________________ 

DOB: _______________________________________________________________________________________________ 

Sex: ________________________________________  

Phone Number: ___________________________________________________________ 

Address: Street City State Zip County_______________________________________________________________________________ 

Race: ________________________________________________ 

Ethnicity: ___________________________________________   

Symptom  

 

 

 

Onset Date:                             

*Please fax lab report with this document 
 

Type of Test: ______________________________________ Source: ____________________________________ 

Collection Date: ___________________________________ Result: ____________________________________ 

Performed Date: __________________________________ Accession Number: _____________________ 

 
Performing Facility: _______________________________    Ordering Provider: _____________________________ 

Performing Facility Phone: ________________________   Ordering Provider Phone: _____________________  

Performing Facility Address: ______________________  Ordering Provider Address: ___________________ 

 

 

 

       

 

 

 

 

 

 

Notifiable Disease:                                                                   Date: 
 
 
 
 

Please attach a copy of the lab result with this form 

 and fax to EIPH at (208) 525-7063. 


